A compound flap consists of multiple and often diverse tissue components that are somehow joined together in a manner that will better allow their simultaneous transfer for a more efficient reconstruction. Prior attempts to simplify 1 and then to further clarify the nomenclature for compound flaps 2 partitioned them into two major classes according to their intrinsic pattern of circulation. If the compound flap has a solitary source of vascularization to all components parts, where this cannot be separated so all parts remain dependent on each other to insure viability, this would be considered a composite flap. The traditional musculocutaneous or fasciocutaneous flaps are prime examples of this ubiquitous form of compound flap. On the other hand, if the compound flap has multiple sources of vascularization, often discrete to each tissue component, this would be a combined flap. Harii et al. 3, 4 deserve the credit for first introducing this concept of combined flaps with their description of a "combined myocutaneous flap and microvascular free flap" that simultaneously captured the connected skin territories of the latissimus dorsi musculocutaneous flap and the groin flap.
The combined flap in turn can be further subdivided into two major subtypes that typically dif-fer according to the physical relationship of their tissue components yet remain similar in that each of their parts retains an independent blood supply. What previously was known as a "Siamese" flap, 2, [5] [6] [7] to be more politically correct today, is better termed a conjoined flap, in which multiple anatomical territories are dependent due to some common physical junction yet each retains an independent vascular supply. Harii et al.'s 3,4 original combined flap as stated would belong to this category. The other subdivision would be the chimeric flap, again consisting of multiple parts, each with an independent vascular supply yet independent of any physical interconnection except where linked by a common vascular source. 2, 6, 8, 9 The components of combined flaps can consist of any permutation of similar or dissimilar tissues, which may be skin only, skin and muscle, muscle and bone, etc. 10 Recently, cutaneous flaps relying on indirect or direct perforators have become a mainstream reconstructive option. 11 Their major touted advantage has been function preservation, as muscle does not have to be included. Huang et al., 12 apropos to the progression of this concept, introduced the idea of perforator-based chimeric flaps. Of course, perforator-based conjoined flaps are also possible. 13 The nascent history of this genre heretofore precluded a thorough clarification of the evolving nomenclature of combined perforator flaps, 2,4 a progression that will now be rectified. As with any combined flap, combined perforator flaps can also be indigenous or naturally occurring 14 or can be fabricated using microsurgical techniques (Fig. 1) .
CONJOINED PERFORATOR FLAPS
Although arguably in a sense still a single cutaneous flap, the dimensions of a conjoined perforator flap extend beyond a single perforasome 15 to indeed be exceedingly large like the "megaflaps" of Belousov et al. 16 ( Fig. 2) . Any direct or Volume 127, Number 4 • Combined Perforator Flaps Nomenclature Plastic and Reconstructive Surgery • April 2011 indirect perforator flap 17 that contains more than a single perforator, virtually by definition, must be considered to be a conjoined flap (Fig. 3) . Indeed, each perforator independently nourishes its corresponding perforasome, yet each perforasome territory remains connected by a common border with the other. The common type of indigenous conjoined perforator flap, reflecting its appellation, will have all perforators arising from a common source vessel and will be the simplest to harvest (Figs. 2 and 3) . Unfortunately, anatomical anomalies are frequently encountered during the harvest of any perforator flap. If the perforators arise from different unconnected branches or even different source vessels, this would form an independent branch-based type of indigenous conjoined perforator flap, 13 complicating any flap transfer, as at the least one pedicle would require "supercharging" with a microanastomosis (Figs. 4 through 6) .
If the selected perforators within a given angiosome do not coalesce at the same common source vessel within the confines of the desired pedicle length, then instead the "mosaic" flap technique of Koshima et al. 5 can be used to connect them via a microanastomosis to a side branch or the terminus of the common source vessel to fabricate an internal conjoined perforator-based flap (Figs. 7 through 10). If the chosen perforators to contiguous yet separate angiosomes are similarly connected, this will allow creation of a congruent conjoined perforator-based flap (Figs. 11 and 12), truly a megaflap almost without limit.
CHIMERIC PERFORATOR FLAPS
The chimeric flap resembles a "polyflap" 16 ( Fig. 13) . If the boundaries between perforasomes of any naturally occurring conjoined perforator flap were split, with each territory remaining pedicled on its individual perforator, the resulting combined flap would become an indigenous type of perforator-based chimeric flap (Fig. 14) . Each territory no longer would have a common boundary, but the perforators ultimately remain attached by their common source vessel. Such a maneuver will allow the advantage of independent manipulation and the insetting of each component of this combination. This capability has been epitomized by the anterolateral thigh flap as the prototypical donor site for allowing the splitting of flaps around individual Figure 7 . The retained distal and proximal perforators did not converge to a common source vessel, at least within the desired pedicle length (see Figure 9 ), so the proximal perforator artery was anastomosed end to side to the distal perforator (a.) and a proximal vena comitans (v.) was coupled end to end to a side branch of a distal perforator vena comitans. Plastic and Reconstructive Surgery • April 2011 perforators, 17 which are unparalleled, for example, in allowing the simultaneous reconstruction of intraoral and cheek defects to avoid potential vascular embarrassment by flap infolding or deepithelialization (Figs. 15 and 16) . 18 Another attribute, as shown by Sano et al., 19 who used small medial sural artery perforator free flaps for coverage of large defects made possible by placing the component parts (Center) A megaflap was designed about the identified perforators (x) of the anterolateral thigh angiosome (orange ellipse) and the tensor fasciae latae angiosome (yellow ellipse) for internal reconstitution of the oropharynx, and is then to be folded over the mandibular reconstruction plate to simultaneously replace the chin and neck. (Below) Because of a paucity of recipient vessels in the neck, the venae comitantes and an artery of the branch of the tensor fasciae latae (TFL) perforator were anastomosed end to end to a side branch of the anterolateral thigh (ALT) source vessel (arrow), fabricating a congruent conjoined perforator free flap. Figure 11 , provided reasonable palliation as seen 6 months later. Volume 127, Number 4 • Combined Perforator Flaps Nomenclature side by side, as the original width of each part was kept narrow, allowed direct linear closure of the donor site to avoid the need for a nonaesthetic skin graft, which is always a major concern with large perforator flaps.
If the perforators within the selected angiosome have some anatomical variation, the fabrication of chimeric perforator flaps may be essential to simplify capture of any of the aforementioned advantages. If the anomalous perforators are connected to a branch within the flap, this will be a fabricated internal chimeric perforator flap (Figs. 15 and 16) . If the perforators arise from divergent source vessels or even different angiosomes, one perforator and its perforasome can be "piggy backed" by an anastomosis to the terminus or side branch of the other to form a sequential chimeric perforator flap (Figs. 17 through 19 ), where 15 . Salivary fistula in an irradiated neck wound (left) was related to stricture (arrow) of the hypopharynx (above, right). (Below, right) Two flaps based on separate perforators (p) were raised from the anterolateral thigh, with the intent of using one flap to replace the missing portion of the hypopharynx and the other to independently permit tension-free closure of the anterior neck. Although the venae comitantes of both perforators arose from a common source (white arrow), the arteries did not, so a microanastomosis was performed end to end to a large side branch of the other (yellow arrow) to complete this example of an internal fabricated chimeric free flap.
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DISCUSSION
Perhaps now a redundancy, the sine qua non of perforator flaps is that muscle function is preserved, so that the same attribute will be true for combined perforator flaps. As with any combined flap, morbidity can also be restricted to a single donor defect.
Depending on the anatomical region and availability of perforators, combined perforator flaps can be used as local (Figs. 4 through 6 ) or free flaps (Figs. 7 through 12 and 15 through  19) . Usually relying on a single, common source vessel when transferred as a free flap, this will minimize the number of microanastomoses needed at a single recipient site, which is especially important when availability of the latter is at a premium.
Conjoined perforator flaps can allow the creation of incredibly huge flaps that can capture multiple contiguous perforasomes, or even angiosomes, if fabrication techniques such as shown by Koshima et al. 5 are employed (Figs. 11 and 12 ). This not only eliminates the scarring otherwise unavoidable at the seam of multiple individual flaps but nullifies the risk of wound breakdown or dehiscence at their common junction.
The component parts of chimeric perforator flaps by definition are not restricted by any common boundary. Therefore, these can independently be inset to facilitate any three-dimensional reconstruction, which avoids infolding or any other detrimental twisting that could jeopardize flap circulation. 18 If chosen as long or narrow flaps based ultimately on a common source vessel, not only will the combination still allow coverage of larger defects 19 but it will also allow primary donor-site closure to improve the ultimate donor-site appearance.
The disadvantages of combined perforator flaps parallel those of routine perforator flaps. Anatomical variations must be expected. The preoperative identification of perforators to facilitate more accurate flap design has slowly improved with the advent of computed tomography angiography, 20 but the ubiquitous acoustic Doppler sonography still has a role, especially intraoperatively. 21 Perforator dissection will still be tedious, especially because multiple perforators will be required for any combination. Venous insufficiency and congestion is a very common problem in general with perforator flaps, as the venosome does not always correspond with the arterial perforasome. The selection of any combined flap regardless of type must always be made prudently, as these are technically sophisticated and represent the complex end of the reconstructive matrix. 23 If a single flap can solve the assigned problem, that will mitigate the investment of the additional time and effort unavoidable with the requisite dissection of multiple perforators mandatory for any combined perforator flap. Nevertheless, if the known attributes of a combined perforator flap will best solve the given dilemma, then any other choice cannot be justified. Just how this is accomplished perhaps can be better understood by this attempt to clarify the nomenclature for the various nuances of combined perforator flaps. Such a schema can never really be complete, Fig. 17 . Circumferential, near amputation of the left leg, with an exposed fibula fixation plate, required a free flap with a pedicle to reach the anterior tibial vessels proximal to the zone of injury as the safest recipient site. Unfortunately, the selected large ipsilateral anterolateral thigh free flap necrosed in its distal portion (above) and after dé bridement still left the fibula exposed (center). (Below) A second anterolateral thigh free flap was raised from the contralateral thigh (arrow), with a microgrid under the lateral circumflex femoral descending branch pedicle of the first flap. 
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